Dr McBride and her colleagues (July 2003, JRSM 1 ) describe a patient with spinal cord injury whose blood pressure rose threefold on sexual stimulation. We note the published correction 2 concerning level of sympathetic outflow. The propensity of the sympathetic system to produce a mass response at varying intervals after the injury has been likened to development of spasticity in the motor system. Some people develop only mild dysreflexic symptoms, which they learn to associate with changes in the insensate part of the body such as a full bladder. 3 Certain disabled athletes induce mild dysreflexia to enhance their achievements in sports, a phenomenon referred to as 'boosting'. 4 A rise in blood pressure during sexual activity, especially at the time of ejaculation, has been well documented in both normal individuals and those with spinal cord injury (SCI), the magnitude of the rise being greater in the latter group. 5 Hypotensive agents, such as glyceryl trinitrate spray or captopril, may be used when symptoms arise or prophylactically before sexual activity, to mitigate the resultant hypertension. Electroejaculation, a more painful procedure, is commonly employed in SCI individuals to obtain semen for assisted fertilization techniques. In our experience patients usually tolerate this procedure without need for medication (only 4 of 64 patients in our series who underwent assisted ejaculation developed dysreflexic symptoms, the symptoms settling without any pharmacological intervention in 3 and with glyceryl trinitrate spray in 1). It is also noteworthy that only 50% of patients who developed a vasomotor headache had a significant rise in blood pressure. 6 The patient reported by McBride et al. had sustained his injury 36 years earlier and had engaged in sexual activity without headache until the onset of autonomic dysreflexia 3 years previously. The report does not make clear whether other neurological disorders were excluded-such as syringomyelia, which could manifest as new onset autonomic dysreflexia. The relation between the patient's erectile dysfunction and his autonomic dysreflexia is weak and both may reflect deterioration in neurological status.
Thus it is difficult to agree with the authors' conclusion that their patient with autonomic dysreflexia should abstain from sexual activity. The best course of action, in our opinion, would be a thorough investigation to exclude any neurological changes, followed by a full explanation and a 
Authors' reply
We welcome the correspondence from Mr Thumbikat and Mr Tophill outlining their experience with patients with spinal cord injury. We agree that the possibility of other diagnoses for the late onset of autonomic dysreflexia should be considered and these were excluded following referral to a consultant neurologist. In this patient treatment of erectile dysfunction was discussed with regard to using agents which would simultaneously reduce his blood pressure. In view of the patient's low resting blood pressure (93/50 mmHg) and extreme rise at ejaculation (325/210 mmHg) the patient (not ourselves) decided against pursuing treatment any further for his erectile dysfunction.
Fiona McBride Wallace Dinsmore
Royal Victorial Hospital, Belfast BT12 6BA Northern Ireland, UK
Preputioplasty
Mr Barber and his colleagues describe parents' evaluations of preputioplasty (September 2003, JRSM 1 ). We are concerned that in 40% of the children the main indication was asymptomatic phimosis without a history of either recurrent balanoposthitis or voiding dysfunction. In our opinion this group of patients do not require surgical intervention and can safely be reassured and discharged. Our own surgical preference in the management of symptomatic patients is lateral preputioplasty. This procedure involves two laterally placed vertical incisions over the stenotic preputial bands which are subsequently closed horizontally. 2 It provides excellent symptom relief and avoids the unsightly cleft left by a single dorsal incision over a stenotic preputial band. Barber et al. had a rather poor success rate in preventing recurrent balanoposthitis. We think that a severely scarred foreskin is best managed by circumcision. 3 
